Introduction: Young adults experiencing homelessness are at increased risk for sexual assault.
INTRODUCTION
A pproximately 19% of cisgender women and 2% of cisgender men reported a lifetime history of rape. 1 Although these rates are alarming, young adults experiencing homelessness are at even higher risk than their housed peers, with a prevalence rate of lifetime sexual assault as high as 35%. 2 Sexual violence contributes to high risk for HIV, sexually transmitted infections (STIs), and unintended pregnancy.
In the general population, demographic factors such as race, sexual orientation, and gender identity are associated with an increased risk for sexual assault. Black cisgender women are more likely to experience assault before age 25 years compared with white cisgender women, and black undergraduate students have higher odds of sexual assault than white, Latinx, and Asian students. 3, 4 Lesbian, gay, bisexual, queer (LGBQ), and transgender youth report experiencing more sexual violence than heterosexual and cisgender youth, 4 and transgender individuals experience sexual violence twice as often as cisgender LGBQ individuals. 5 Among those experiencing homelessness, rates of sexual assault are also higher in women than men and were highest among transgender people. 6−8 Other risk factors that have been found to increase the risk of sexual assault include substance use, exposure to violence, child abuse, sexual behaviors, peer relationships, health status, and homelessness experience, as well as early onset and longer length of homelessness and trading sex. 2,7,9−13 Major public health concerns of sexual violence are exposure to HIV and STIs and unintended pregnancy. 14−17 The Centers for Disease Control and Prevention treatment guidelines for post−sexual assault care are aimed at targeting these risks. 18 Use of HIV nonoccupational postexposure prophylaxis for sexual assault patients is recommended in the guidelines based on exposure timing and characteristics. 19 However, little is known about post−sexual assault healthcare utilization among youth experiencing homelessness.
Care for acute sexual assault, including HIV/STIs and unintended pregnancy prevention, often depends on a youth to disclose sexual violence and seek care within the brief post-assault window related to prevention medication efficacy. Tragically, few people seek post−sexual assault care at all, let alone in time for HIV and pregnancy prevention−based interventions. In a nationally representative sample, only 21% of sexual assault patients sought medical attention, with those who experienced physical assault being more likely to disclose the sexual assault and seek services. 14, 20 Other correlates of seeking post-assault medical care are race (identifying as black), experiencing genital injuries, concern about STIs or pregnancy, and reporting the incident to the police. 14 Perceived shame, guilt, having a relationship with the perpetrator, and having negative past experiences with the healthcare system have been associated with not seeking care. 14,21−23 In addition, healthcare-seeking behaviors are often lower among young adults experiencing homelessness and adolescent boys and young men. 24, 25 Experiencing sexual assault has significant acute and chronic physical and mental health implications, highlighting the important role of prevention, screening, and treatment interventions. 26 Yet, the literature has 2 important limitations addressed in this study. First, most studies among youth experiencing homelessness are derived from single-city samples, which potentially reduces the generalizability of the findings. Second, little has been published on the knowledge, incidence, and correlates of post−sexual assault examination among this population. Therefore, this study was conducted to assess the prevalence and correlates of sexual assault and utilization of post−sexual assault examination in a large sample of youth experiencing homelessness from 7 cities across the U.S. to inform prevention and healthcare service delivery.
METHODS
Interdisciplinary researchers examined youth experiencing homelessness (aged 18−26 years) in Los Angeles, San Jose, Phoenix, St. Louis, Denver, Houston, and New York City between June 2016 and July 2017. Using a cross-sectional study design and a standardized study protocol, data were collected through a selfadministered survey completed on a tablet. IRBs at the authors' academic institutions approved the study procedures.
Study Sample
Using purposive sampling, each site recruited approximately 200 unique young adults from service agencies including drop-in centers, shelters, and transitional housing to capture the variation in experiences and demographics of young people accessing different types of homeless services. Participation was limited to Englishspeaking youth owing to previous research indicating few non− English speaking young adults are accessing homeless services. 27 Youth at the service agencies during the data collection period were approached and screened for eligibility. Participants had to be aged 18−26 years and homeless or unstably housed.
A research assistant reviewed informed consent, and participants indicated whether they agreed to participate by clicking a box on the tablet. After securing consent, a person identification code was generated for each participant. Next, the young person completed the Rapid Estimate of Adult Literacy in Medicine short form screener. 28 Youth were asked to complete the self-administered survey independently on the tablet if they scored higher than 3, though study staff were available to assist participants. The survey took about 50 minutes to complete. Participants received a $10 (in Phoenix) or $20 gift card (all other locations) for a local store.
Measures
The survey assessed demographics and homelessness factors using previously validated measures. Age was dichotomized as 18−21 and 22−26 years to align with federal and state legislation and funding guidelines using 21 years as the maximum age for young adults to remain in foster care and receive services funded by the Runaway Homeless Youth Act. 29, 30 Youth self-identified as cisgender men, cisgender women, transgender, or gender expansive. Race/ethnicity was defined as white, black, Latinx, other, and mixed race. Youth identified as lesbian, gay, bisexual, queer, or heterosexual. For homelessness, youth indicated where they slept the night before (coded as couch surfing if they were staying with a friend, relative, or acquaintance; sheltered if they stayed in a shelter or transitional housing; and outside if they stayed in a place not meant for human habitation). To assess for childhood onset homelessness, age at first homelessness was dichotomized as before age 18 years or after age 18 years. Length of current homelessness was dichotomized as >2 years or <2 years.
Adverse childhood experiences were queried using the 10-item Adverse Childhood Experiences scale. 31 Youth were asked if they had ever traded sex for money, drugs, a place to stay, food/meals, or anything else. Sex trafficking was assessed by asking if youth were ever forced to exchange sex. Experiences of dating violence were queried by asking if youth had ever been hit, pushed, shoved, punched, or physically hurt by a person that they had been romantically or intimately involved with since being homeless or unstably housed. Involvement in the juvenile justice system was assessed with a single item that asked if they had ever been involved with juvenile court, probation, detention, or diversion.
For sexual assault, participants were asked if anyone had touched their private parts when they should not have or made them touch their private parts since being unstably housed or homeless. For forced sex, the survey inquired if anyone had tried to force them to have sex since experiencing unstable housing or homelessness. For youth who had been forced to have sex, the survey inquired whether they had received a sexual assault examination at a hospital or clinic. Finally, youth who indicated that they did not receive an exam were asked to check all that applied for why they did not get a post−sexual assault examination (e.g., didn't know where to go, couldn't safely leave the situation, didn't know what the exam was, didn't think it was important, didn't go because they didn't have health insurance, and didn't want to involve the legal system).
Statistical Analysis
Data were analyzed between January and February 2019. Associations between demographic and risk factors and sexual assault, forced sex, and post−sexual assault examination were examined. Comparisons of categorical measures with the 3 outcome variables were conducted with the chi-square test, with the exact version used when any expected cell count was <5. Separate logistic regression models were used to test associations between sexual assault and forced sex and ≥2 years of homelessness and homelessness before age 18 years, adjusting for race/ethnicity, gender identity, sexual orientation, and childhood sexual abuse. Bivariate analyses of associations with reasons for not getting a post−sexual assault examination were also conducted with the chi-square test using SPSS 25.
RESULTS
The participants (n=1,405) were mainly aged 18−21 years (64%), youth of color (38% black, 17% Latinx), and identified as cisgender men (59%), with 7% who identified as transgender or gender expansive (Table 1) . More than a quarter of youth (29%) identified as LGBQ. Most participants reported having been homeless for <2 years (78%) and first experiencing homelessness after age 18 years (60%). Approximately one third had slept outside or in a place not meant for human habitation the night before the survey. Youth reported high rates of engaging in trade sex (23%), experiencing childhood sexual abuse (32%), being involved in sex trafficking (39%), and experiencing dating violence (29%).
Youth reported high rates of sexual assault (22%) and forced sex (24%). In bivariate analyses, significant differences were found for sexual assault and forced sex by race/ethnicity, gender identity, and sexual orientation, with mixed race, cisgender women, and LGBQ youth having the highest rates (Table 1) . Transgender/gender expansive youth had the highest rate of forced sex. In addition, longer durations and earlier onset of homelessness were significantly associated with experiences of sexual assault and forced sex. No differences were found by shelter status or recruitment city. Experiencing childhood sexual abuse, engaging in trade sex, and experiencing sex trafficking were all significantly associated with sexual assault and forced sex.
Multivariable analyses with logistic regression models (Table 2) indicated that cisgender women had odds 1.92 (95% CI=1.40, 2.63) times higher than cisgender young men of experiencing sexual assault and more than twice the odds (OR=2.41, 95% CI=1.78, 3.27) of experiencing forced sex compared with cisgender men.
LGBQ respondents had odds 1.82 (95% CI=1.33, 2.47) times higher of experiencing sexual assault and 1.54 (95% CI=1.14, 2.08) times higher of experiencing forced sex compared with their heterosexual counterparts. Respondents with ≥2 years of homelessness had odds 1.49 (95% CI=1.08, 2.05) times higher of experiencing sexual assault and odds 1.88 (95% CI=1.38, 2.55) times greater of experiencing forced sex than youth who had been homeless for <2 years. Those experiencing childhood sexual abuse had odds almost 6 times (OR=5.81, 95% CI=4.32, 7.81) higher of experiencing sexual assault and odds more than 4 times higher (OR=4.59, 95% CI=3.45, 6.09) of experiencing forced sex. Race/ethnicity and homelessness before age 18 years were not significantly associated with experiencing sexual assault or forced sex in the multivariable models.
For youth who had been forced to have sex (24%, n=337), only 29% (n=98) had received a post−sexual assault examination. In bivariate analyses of utilization of post−sexual assault examination among those who were forced to have sex, race/ethnicity was the only demographic characteristic that was significantly associated with receiving an exam. Latinx youth had the highest percentage of exams (41.7%), whereas youth who identified as mixed race had the lowest (12.2%).
The 71% (n=238) of youth who had experienced forced sex but did not receive an exam were asked to endorse the reasons they did not get an exam (Table 3) . Youth most frequently said they did not want to involve the legal system (44%) and that they did not think it was 
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important (35%) (Figure 1 ). In bivariate analyses of factors associated with these reasons, several significant associations were found. Youth who had experienced dating violence (p=0.02), engaged in trading sex (p=0.02), or who had been involved in the juvenile justice system (p=0.04) were significantly more likely to endorse not wanting to involve the legal system. Youth who had not experienced dating violence were significantly more likely to endorse that they did not know where to go for an exam (p<0.05). Those with a history of sex trafficking were more likely to endorse not seeking care because they could not safely leave the situation (p≤0.01). Those without a history of involvement with the juvenile justice system were more likely to endorse not knowing what a sexual assault exam was (p=0.03).
DISCUSSION
This study provides novel data from a regionally diverse sample of youth experiencing homelessness to increase the understanding of the prevalence of sexual violence and barriers and facilitators to receiving post-assault care. Findings align with evidence that young adults experiencing homelessness are at high risk for sexual assault with even higher-risk subgroups, including cisgender women, LGBQ youth, and transgender/gender expansive youth. 1, 4, 5 In addition, data suggest higher risks among those with a longer duration of homelessness, earlier onset of homelessness, those who experienced sex trafficking, and youth who had engaged in trade sex. Considering transgender individuals may experience longer durations of homelessness than their cisgender counterparts and are more likely to engage in trade sex, they are especially vulnerable to sexual assault. 32, 33 Despite the high prevalence of sexual violence, nearly two thirds of youth who were forced to have sex did not get needed care, representing a critical gap in healthcare delivery. There are several reasons youth may not seek care after experiencing sexual assault. Similar to other findings, many youth are not getting an exam owing to reluctance to involve the legal system, mistrust, and stigma. 34−38 Transgender/gender expansive youth may fear denial of treatment, an experience that is not uncommon among transgender individuals given structural barriers and stigma found in systems of care. 39, 40 Additionally, these findings suggest that many youth experiencing homelessness were not aware of the importance and availability of post−sexual assault care. 41 Further, youth experiencing homelessness often lack access to healthcare services. 24 Complicating access to care, most of the sexual assault nurse examiner programs in the U.S. are located in an emergency department, which may further limit the availability of services for those not seeking emergency services. 42 Young people face significant barriers to seeking care following a sexual assault. These findings highlight the need for targeted programs that address these barriers (e.g., knowledge about services, concerns about safety, and fear related to disclosure to law enforcement also found in the literature 43 ). Supports are needed to ensure access to services (e.g., victims assistance programs, transportation, and community-located Sexual Assault Nurse Examiner [SANE] services). Youth experiencing dating violence, those who have traded sex, and youth who have had prior involvement with the juvenile justice system are less likely to seek post−sexual assault care and would benefit from targeted prevention programs that address the importance of health seeking. Post-assault care should be incorporated into sexual health programs serving youth experiencing homelessness, and healthcare delivery systems need to adopt point-of-contact, comprehensive, post−sexual assault care delivery models.
A comprehensive strategy is needed that builds on health seeking facilitators while reducing barriers. For example, programs must reach healthcare providers, law enforcement, and homeless youth services providers to increase knowledge of the importance of seeking post− sexual assault care and facilitate access to care without requiring involvement of the legal system. Programs to educate youth delivered at drop-in centers and shelters can help walk youth through the process of seeking post− sexual assault care. Peer navigators and small group discussion may be ideal for increasing post-assault healthcare seeking given the mistrust and stigma many youth experience and the protective nature of social support. 9, 34, 35, 44 Missing or delaying post−sexual assault care can lead to negative physical (e.g., HIV, untreated STIs, and unintended pregnancy), emotional (e.g., distress, depression, and suicide), and social outcomes (e.g., substance dependence and treatment). 26 Yet, post-assault care is most often available through an emergency department, which can reduce access to services. 42 Though postassault treatment is complex and involves medical, psychological, and legal services, most providers (86%) of post-assault care are not SANEs. 45 Therefore, there is a need for (1) increased post−sexual assault care training among the healthcare workforce; (2) expansion of SANE programs; and (3) novel community-based delivery models to provide education and increase access to post− sexual assault examination as a prevention strategy for HIV, STIs, and unintended pregnancy. By increasing the SANE workforce and service delivery modalities, cities may decrease the barrier found in this data that youth did not know where to go for an exam. Additionally, increasing the availability of SANEs may decrease mistrust, stigma, and the fear of involving the legal system. 46, 47 One way to do this may be to partner mobile sexual assault response teams with healthcare and social service providers for youth experiencing homelessness. 
Limitations
There are limitations to consider when interpreting the findings. This cross-sectional study did not examine differences between subgroups within different sexual orientations and gender identities, and there may be differences between these groups. Future studies will examine these differences specifically focused on these subgroups. The survey did not ask whether those who wanted post−sexual assault care were able to access it and therefore the authors are unable to distinguish those who wanted care but could not get it from those who did not desire care. Also, the survey did not assess if those who received a post−sexual assault examination were offered HIV prevention medication or emergency contraception, nor if they adhered to that treatment regimen. Future studies would benefit from exploring these questions.
CONCLUSIONS
Youth experiencing homelessness are at elevated risk for sexual assault yet underutilize post−sexual assault healthcare services that greatly reduce the risk for HIV and unintended pregnancy. SANEs and forensic nurses are uniquely positioned to respond to youth after a sexual assault and can dramatically and positively influence their immediate and long-term outcomes. 48 Yet, homeless youth are largely unaware of the need for and process of accessing post−sexual assault services. Further efforts are needed to address this gap in HIV and pregnancy prevention; promote awareness of, access to, and training in post−sexual assault services; and recognize the need to treat sexual assault using nonstigmatizing, youth-friendly healthcare delivery models. 14 Interventions to address barriers identified in this study such as lack of knowledge, fear, and stigma are critically needed. Finally, further examination into the lived experience of post−sexual assault health seeking and service utilization are needed to improve upon existing services.
